HealthChoices Housing Program Pre-Screening

Please review the following information and ensure that you meet ALL of the criteria below before
completing the housing application.

L) enrolled in Medical Assistance
Current resident of York or Adams County for at least the fast six months

Have a current documented serious and persistent mental illness and Is involved with hehavioral health services

N

Current recipient of Supplemental Security income/Social Security Disability Income of a imited amount or is
able to provide verification these benefits are in the process of being reinstated. Individuals receiving only
employment income may be eligible after review of all other eliglbility criteria.

AND must also meet at least one of the following target population requirements;

[l Target Population 1 — Adults living with a serious mental iliness, who are currently residing at one of the
following facilities: Extended Acute Care (FAC), State Hospital, Community Residential Rehabilitation (CRR}, or
the Community Hospltalization Integration Project Program {CHIPP) Apartments

(] Target Population 2 — Youth and Young Adults with serious mental iliness who are 18 through 29 years of age
and having accessed some form of high intensity behavioral health treatment within the previous twelve (12)
months leading up to the date of application

(] Target Population 3 ~ Adults with serious mental illness currently involved in the criminal justice system and
attending behavioral health treatment, Must have evidence that symptoms of the serious mental illness are
linked to the reason for recent charges or for belng on }:;robatlon. Some charges will prevent individuals from
being approved for certain openings in the HealthCholces Housing program '

OR
iVieets U.S. Department of Housing and Urban Development’s (HUD) definition and has ellgible verification of
“Homeless”.
According to the U.S. Department of Housing and Urban Development, a person is considered homeless only
when he/she resides In one of the following places:
s In places not meant for human habitation, such as cars, parks, abandoned buildings, on the street;
e |n an emergency shelter {requires documentation from the shelter including dates of stay and signed by
shelter staff, The date of the housing application must coincide with the individual’s stay at the shelter.)
s [n any of the above places, but spending a short time {up to 30 consecutive days) in a hospital or other
institution,

Please note all applicants will be screened by the HCMU in order to assess past rental history, independent living skills,
and the ability to uphold the terms of a lease. Therefore, not all applicants who meet the criterfa listed above will be
approved,

You or your referral source will be contacted by the HealthChoices Housing Specialist either by phone,
email, or [etter within 4 business days of recelving a completed application. Information will be provided
explaining denial or next steps in the application process. -

Applications and Questions may be directed to the attention of:

Amy Hampson, Housing Specialist York/Adams HealthCholces Management Unit
100 Waeast Market St., Suite B-01 York, PA 17401
Phone: (727} 771-9900 Fax: (717) 771-9590




York/Adams HealthChoices Management Unit
100 W, Market Street, Suite B-01
York, PA 17401
Phy 717-771-9900  Fax: 717-771-95%0

Permanent Suppoxtive Housing Program
Pre-Applieation Forni

Agoncy Name: Date:

Staff making refovral: Phone:

Consuinet's Last Name First ML DoB
Current Address . Phone

Previoug Address

How long at previous address? Reason for Leaving

Marital Status:  siugle married informaltly separated legalfy separated
divoreed widowed ‘

Ave you a domestie violenee survivor?

Are you a Veteran?

Ave you currently vesiding in any of the following facilities?
2] CRR/Group Home [] Bxtended Acute Care
[ Brison/Jail, {7 CHIPP Apartments

{7} State Hospital




What avea do you prefer fo live In? (Checle all fhat apply)

Gettysburg B City of York -
Dillsbueg 1 Windsor ]
Dover [} Red Lion B
Manchester | Dallastowi ]
Shrewsbury
North York O Haws —“‘3 o
Bast York 7] Stewartstown |
West York 0 Hanover R
Otler (Please Speoify) O

Are you Jooking to have anyone else Hving permanently in the household?

o IHyes, what iz the refationship?

Which of the fellowing eligibility eritevia is met? (Check all that apply):

4,
bo¥

3,
o

¥,
L

L2
L

Entolled/Eligible for Medical Assistance Medical Assistance #
Mental Tiness Specify Diagnosis
Currently Homeless? Have you stayed at a Shelter?

¥ yes, Name of Shelter and Dates of Stay
Clronicaily Homeless {FIUD Def.: An tndividual with a disabling condition who las been
either continwously lomeless for a year or more, or had at least fonr episodes of homelessness i the
past three years.}

o When was most recent episode of homelessness

o Main cause of homelessness

Substance Use History ' In Regovery? yes o
Drug of Choice Agoe at first use

Transitional Age (18-29)

Criminal History
o What wete charges andfor convictions?

o Prisonflail Time? (Specify dates of sentepee):

o On Probatlon or Parole?(Specify Dates):




Do you have any medical problems/econcorns? If g0, pleaso explain

Are you taking any medications foyr the above problems? If so, please list

Do you have any physieal handieaps that requive special assistance or accommodations?

Ifyes, pleaso cxplain

Source of income; Amout per month:

Which supportive services have beon utilized in the past 6 months? (Cheek all that appiy):

% Case Managetont 0 #  Sooial Rehab

% CTT/ACT #  Crisis Intervention

# Substance Abuse Services % Family

% Tndividual or Gronp Therapy % Triends

4.

+ Peer Support

¥ Medication Assistance/Management

# Mental Health Court % Housing Assistance

"]

# Compeer + Bmployment Assistance

L)

% Holpline % Education

% Psychiatric Rehab ¢ Rep Payeo

-4 Life Skiils
Probation

h7

% Drop In Center

gogoo o ooco oo

4 QOiher (Please specify)

goocoOooooofd 00

What supportive services are currently belng used regularly?




Reason for Request (fow will placement in this Permanent Suppc;rﬁvé Housing Program be a benefit?)

What do you see as befug the greatest challenge in fransitidning to & maintalning independent Hving?

Please desotibe your strengths and support network that is in place to help you have success in the Pormanent
Suppottive Housing Program,

What acfivities would you need support/assistance doiug in ovdor to Hyo successfully in a pormanent
supportive housing unit? (Checle all that apply)

Bathing/Showering Scheduling Needed Appointments
Groowming Getiing to Appolntments
Meal Preparation Laundry

Food Shopping/Menu Planning Money Management/Budgoting

oDoaooo

Medication Managetnent
Othet (please list below)

Cleaning Apartment

ooooOoog

i it ke v STy} B R PP ]




HOUSING AUTHORITY OF THE CITY OF YORK OFFICE USE ONLY
11 SOUTH BROAD STREET, P O BOX 1963

YORK, PENNSYLVANIA 17405 CLIENT#
{717} 8547846
{717) 846-5157 {TDD Only) DATE: TIME;

(717) 845-9251 FAX

SHELTER + CARE APPLYCATION
Avoyon homelesst: []YES [JNO  Chuonieally Homeless?: [ YES NG

Tull Nane! AllAY

Chaseworleer Contaet Namat Agency:

MARITALSTATUOS: Stigle Maurled Seprrated Divorees Widowed |
CURRENT ADDRESS Sireet Clty. County

State Zip Cods Telephone Check one: Qwit Reut

#%ADDRESS CHANGES MUST BE REPORTED IN WRITING WHEN THE CHANGE OCCURS,
RETURNED MATL WILL RESULT IN YOUR APPLICATION BEING REMOYED FROM THE WAIT LIST,
WITHOUT NOTICE,

Please seleot ethnlolty code from the following options: 1-Hispante or Latino 2-Noi Tispante of Lefino

Please solcot race code(s) from the following options: 1-White 2-Black or Aftican Amerlean 3-Anierloau Tndlan/Alaskan Native
4-Aglan 5-Natlve Hrwaifan or Other Pacific Islander

Is Enghish your prnaty language? [ ] YBS {71 NO 1fno, what Tanguage is your first langtiuge ?
Da you reed help understanding Eoglish? [ YES N0

Relationship | Last¥awe Pirst Nanyg I Middlo | Ethnfellyr Sox Tace | Age | BithDate | Soclal Securdty #
. Indtlat

SELF : M/ i/ - -

1S THE HEAD OF HOUSEHOLD DISABLED OR HANDICAPPED? LlvEs [INO
DO YOU EXPECT A CHANGE TN YOUR HOUSEHOLD $1ZE? L1 YES [ I1NO
INCOME FOR ALL PERSONS LISTED ABOVE (Indicate miowit before deductlons):

Bumployment  $ __per {How many hours per week?)

Soeial Security /331 (Supplemental Seourtty Income) § per Month

| OTANP (Welfare).nrvnn $ per Monlly  Case Record #: 67-
BBT{green Access card} #

Unemployment cicveinns § per Month

Pensiolincersvinneneny B pev Month Prom:

Other Source of Incone $ per Monih Pram;

ASSETS: NAME QF BANK OR CREDIT UNION

Checking & Savings § Btocks § Bonds § Other Tivesfiients §




HOUSEHOLD 1
STLE

Shelfer + Care | $23,500

Do you have n DISABILITY of HANDICAP that woe need fo be aware of becanse you require al apatinent with speoifio special
features such as HEARTNG/VISUAL IMPATRMENT, MOBILITY, OR WHEELCHAIR ACCOMMODATIONS?

I VES, please Indlicate Ifyou vequive iy of Ho following:

Trequire a dwelling with speolnl features for the VISUALLY fmpateed,

Yrequire r dwelling with speoial features for the HREARING impalred.

1 requlte a dwelling with specinl features for the VISUALLY AND HEARING Impairedd,
1 require a diwelling with special features for the MOBILITY impaired. Bxplaii
I require a divelling with speoial features for o WHEBLCHAIR USER. person, Explain
OTHER {Pleuso explain )

N

ADDITIONAL INFORMATION;
1, Areyonafulliimestudeli?  [JYRSINO

If'yes, name and address of the sclioo] aftending

2. Have you even
o A)been atenant with the Public Houslng Program of the Housttg Authorlty ofthe Clty of Yoik [ YES {no
o B) been a pactiolpantin the Scetion 8 Program of the Honsing Autherliy of the Clty of York dyrs {INo

& ) been a pactioipant In the Section 8 Program or Public Houstig Resident of another Housing Avthority [“] YES [N,
I 50, nams and address of the Housing Authorily,

o Djbeen or are ¢ partolpant in an nssisted unit T YBS  [[] NG, If s0, fudicato the name and addess of the dwelling

I£YES, ploase Indieate the dales you were assisled by the Program: FROM, TO

3. Were you ever evicled from a Publle Housing dweiling or Seotion 8 dwelling? i1yas Mwo.
IfYRS, YBAR? KEASON '

4. Have you ever been convieted of a orlme? {1 YES [_]| NO, (only omit minor Traffio Violations, DU! fs consldered 3 orktne)

5, Have you beon released from Jall In the past five (5) years? { [ vES [[]NO
Please Hst the reason for belng In jail

6. Areyounow charged with au unvesolved crime which has not yet vesulted in a plea of guilty, a Court trlal or the dropping of
charges? [IYES [INO

7. Have you been acrested for any aclivity relafed o the abuso of alcoliol? [1YES Mno.,

8, Areyou subject to a lifoHime sox offender reglsteatlon requirement under & State Sex Offonder
Registratlon Progeam? [ YES [TTNO  Ifyes, In what state dtd the offenss ocet?

Ifyou liave answered YES to questions 4, 5, 6, 7 ot 8 please explain (lie nature of the offense,
andl when Iraccucred?

9. Ifyou iive owside of York County, ave you curcenily working within York County or linve you deed hired to work within York
Counly {]vEs Lo




1 UNDERSTAND MY APPLICATION WILY, NOT BE PROCESSED UNLESS ALL ITEMS ON THE FRONT AND BACK
OF 'PHE APPLICATION ARE COMPLETED AND SIGNED, F CERTIEY THAT THE ABOVE INFORMATION IS TRUE
AND CORRECT 70 THE BEST OF MY KNOWLEDGE AND BELIEF, X HAVENO OBIECTION TO INQUIRIES FOR.
THI PURVOSE OF VERIFYING THE FACTS HEREAN STATED. 1 AUTHORIZE THE RELEASE TO THE HOUSING
AUTHORITY OF THE CITY OF YORK INFORMATION RELATIVE TO MY APPLICATION FORM. THIS
AUTHORIZATION WILL CONTINUE IN FORCE AND EXVECT UNTIL TERMINATED IN WRITING DY THE
UNDERSIGNED,

ADDRESS CHANGES MUST BF REFORTED IN WRITING WHEN THE CHANGE. OCCURS, RETURNED MATL. WiLL
RESULT IN YOUR APPLICATION BEING REMOVED FROM THE WAIT LIST WITHOUT NOTICE,
INITIAL JERE TITAT THIS IS UNDERSTOOD s

1 UNDERSTAND FALSE STATEMENTS ARE A VIGLATION OF FEDERAYL LAW, 1 ALSQ UNDERSTAND YT1S A
FEDERAL OFFENSE TO GIVE FALSE INFORMATION TO ARY GOVERNMENT AGENCY, YUNDERSTAND
GIVING FALSE INFORMATION WILL KESULT IN AN APPLICATION BEING DETERMINED INELIGIBLE.

I HERERY AUTHORIZE THE HOUSING AUTHORIEY TO OBTAIN ANY RECORD OF ANY CRIMINAL HISTORY
OR PRECEEDING WHERE I HAVE PENDING CHARGES OR PRIOR CONVICTIONS OF A CRIME IN ANY COURT
OR JURISDICTON, '

SIGNED DATR
IF somteane Ticlped eqmplate this apylication, wlease Tinye them sign & date also,
SIGNED DATE

WE ENCOURAGE YOU TO CONTACT US REGARDING ANY CONCERNS YOUHAVE ABOUT THE ADMINISTRATION
OF THIS PROGRAM, IF Wi ARE UNABLE TO ADDRESS YOUR QUESTIONS, YOUMAY CONTACTHUD'S PUBLIC
HOUSING INFORMATION AND RESOURCE CENTER AT 1-800935-2232,

REVISED (9/08




Housing Application (attachment)
Elnanclal Resource Evatuation Workshe
Ploase complete worksheet with MONTHLY Average Costs

Appllaant’'s Name:
# of Paople Living In Household:
Date Completad:
SETTEA TEWMON THLY Fricome ahétEXDensest s AgsotEvaluations
iincome (family) Savings
Earnings {nef} inveshnehls
561 ) Gaplla! Equlty (net)
§snl ) Tolal Assels
Child Suppart Total Assets Avallable
Food Stamps fo Utllize:
Other
Total Ingonie

Additiongl Comments:

RentiMorigage

Resl Eslale Taxes

Ulilily Gas

Ulithly Electrle

Uility Water

Utllily Telephone

| Utilily Cahle TV

Ulifily Internet Services

Uity - Sewer, trash collsclion, sle.
Glothing

FoodiGrocerlies

Aulo payment  {# of vehicles )
Auto ropairsimaintenance

Auto lisurahce
Aulo - gas
Insurances (other)
Madleatlons / health care

Cradit card {consumer debi bay)
Enteriainment Expanses

Olhar oxpanses; Please speclfy...

Total Expenses:

Houstag Worksheol uptialed Dac 2007 « KLY




YORK COUNTY HUNMAN SERVICES DEPARTMENTS
INFORMATION RELEASE FORM

1 herohy authorlze fhe followlny to release Informatton to:  andfor to regelve Information from:

Yorkiadams HeallhCholeas Management Unlt . .
400 W, Mavkel 8%, Suite B-01 York, PA 17401
{Home ont comploto adress of Ayorcyiniiidual) {NEnte snd complste pidrmss of Agsnoyiiividdsl)
Regarding the Record of Name: .. DOB!
Address:

The lnformation released wili o limited fo any and ali records batgiiestod Holow for the date rango!
Plaase lrave consumer over 14 or gorson atlborzing release of informetion sigi el illals noxt fo aty requestad inforavalion,

Fvalualfon-Selsot: ] Psychologleal 17 Payehlatdo 7] Dyug and Aleohol [ Offender [

. Report Gardialiendance ___Bohaviorrepotls _ IEP/EvalualionReport Bl Geritficale {oopy)
___ Medical/Hoapltalization Records  _____ Fhysteal Exame ___ hnmunlzallons _ . Dontal Brams
__'Treatment PlaniRecommendations |, Progress Reporls Altendtance/Pariteipation __ Discharge Summary
Proballon/Parole Condliions .. Chlidline ___ Drug Test Restilte ., AsouriFarally Finding
— .. Counly Asslstance/Weltare ... Pay Slub(s) . Soclal Sectdly Benefits ___ Insurance Informatlon
___ Residenoy Confirmalion-Rent Payment, Leso of Mortgage —_
. (ﬁiﬁ‘ﬁ“@ﬁ%s‘éﬁgi}fgﬁwﬁ) {inenolal infornation & ongolng income updales L
o ﬁél"ﬁé“;) Coniact Updales applioation paperworik, Ind, Liv, skills, menlel & physloal health 1nfo for oligibiilty & ongolig

The Ihformation will be uged for the followlng purpose{s): [ Assesement [F Provislon of Ssrvice M

Fhis roloase aulomalioally oxplres 4 yearfrom dato of algiature or when lie above-named parson coases lo be u consumer of e ayoncles
selasled, Whicheverocotics sooner, The authorizallon for the retease of Informallan may be reveked al enyline. Totovoke (his authorizalion,
pleasa nallfy the Yok Goualy Human Sorvicas Aganoy identllied el the top of the reloase in wrling.

T undsretand that 1 do nol havs fo consent to the velease of informalion. | understand that trealment, paymant, earoliment or aliglblilly for
sorvicat aro Dol aubjact o styning this releass, excraﬂl as ragulred to Inftiato Gounly services. If heulth Informeation is naddod fo Inillata County
aervices andt | do nol slan s releass, | undersfand thal | may ot recalve servicas, .

t understand that (hora may be a risk that the porsonforgenization tacelving my information could posaibly redlaclpse It withoul hy
authorlzatlon and khon the conildentality of the Information migit not be protacted. § have tead his form carolifly and I yoluntarlly ehooss to
ralnasa the nformation. | acknowladge fhat | fullyand completaly inderstand the conlent of fhis form,

Plonse read carefully:

+ 1 Have the right te Tecalve ncopy of lifs slgned ralansa fornd,

s i tho constmarls 14 years of ago or ¢Xder, the consumer mustslgn and date the foam,

o 1f{he consupmers 14 yoars of-age or.younger, lha constmer’s parent or legal guardlah must sign and dals the form unlass an excaptton
exlsls undar slate or faderal law,

o IFihe constmerls 18 years of age or older and s lncapable of signing, & fegally adionized subshlute may sfgn and digte the form, Pleass
Indivate your legal aulhority and includs doctimentalion of your refalionshlp, [T Legal Guardlas or Cotissivelor 1 Health Gare Agent
{Honlth Coro Povior of Altlamey)

K —
Prnlotnamo Shanetu of Qlontipacantguardien RelaRonship Data

A
Bifnted namie of slaff Slgnature of eleff Dalo

Natlee to the rociplont of these resords

This Iaformalion has boon disclosed 1o yout fro records whose conlidentiallty fs prolecled by State and Federal Lava Rogiations limit
your abllity o make aty fudlier dizcloatire of this nformation without the prior willen authorizetion of lhe parsan to whom [t perlalne,

REVISION: 841812 asy (B4




YORK GOUNTY HUNMAN SERVICES DEPARTMENTS
INFORMATION RELEASE FORM

L herehy authiorize tita followlng to roloase Informatton tes  andfor tu rasoive informatlon fron
YorkiAdams HealiliCholeas Managament Unlt Jjgtlslng Authorlly of York

31 8. Broad 8t,, York, PA 17403

100 W, Market 8. Sulle B-01 Yorl, PA 17401 i
{enta ond pompleto adtleess ol Agencrpdhidite {Fari sid conplats addross of Agancylndiidial) et

Regarding the Record of Name: ‘ .. hoB!
Addrosst
The Informatlon relensed will ho imlad to any and all rasords requésted holow for fhe dale ranges —
Plaage have consymar ovor 14 or parson aulhoiizing rolaase of fiformation sl telr fltials next fo any requested information,
Evaluation-Selact: [ Psychologloal {T] Peyehlatde [ Drug and Aleohol 1 offender {1 _ .

___Report Gardipltendance ___ Bohavierreperts ____ IEP/Evaluation Report Bl Gerlifioale {oopy}
____ MaedicalfHospitalizatlor Records ____ Physteal Exams Immitnizations ____ Dontal Bras
__ Trealment Plan/Recommendallons ___ Progress Reporis, Altendance/Participation ____ Dlacharge Summary
. Probation/Parele Gonditions .. Ghiidiine __ Drug Test Resulls _ AcourintiFaraily Finding
_lGSiAssiatcaiveltaro)  paysuble) . (Boda SSEREERIT __ weurance Informallen

Restdensy Confirmaiton-Rent Faymont, Loase oridorigege
o 1‘@@@:@5@@’5@@5@6@ finenclal information & Income changes
__ {Oén reporiing requirements  hohavloral hoalth services used & supporis recelved by housing staff; ongolng ellglbility

The Information will be wsed for tho followlng purpose(s): [%] Asscasment X1 Proviston of Senvise L]

Tiis ralease aulomalically oxpirea 1 yenarfrotit tate of slgnature of viten lhe above-named parson caases o be a constmisr of (ko agondes
esleoled, whlshover acctizs soonar, The authorlzallon for he reloase of Informallon gy be revoked at anyllme, To revoks {hls authortzallon,
Plaast nollfy the Yok Gounly Huinan Saivices Agensy ldentiffed at the top of tha ralease I writing,

b uncorstand thal 1 do not hove lo cansent {o the releass of infarmalion, | itnderstand that treationt, paymant, envoliment or eligilily for
servioas ara 1of subject 1o slaning (hs reloase, excapt na ragulred te Infitate Couuly senvlcas, [ loalth inforntation s needad to Intilate Gounty
sorvicos an | do nétalgn (ls veleass, [ understand that | may not rgeaive seivices:

1 undoreiand that {hare may be a tsk that the porssnforganfzailon racelving iy information could poselbly rediseloge I vathout my
authorlzation and that the confidantialily of the Informalion might not e prolectet. | have read 1his farm eareflly and Ivoluntadly choosa lo
telamso fh {nfornallon, 1 ackaewdedge that | fufly and complalely understand the content of this fora,

Please read oarefully:

o 1 have {he ighi lo recolve a copy of thia signed relenss form,

o Itlho consumerfs 14 yoars of age or older, the consumer must algn and date the form.

o If lhe contumer Is 14 years of age or youngsr, fhe consumer’s pavent of fegal guardian must =lgn and date o forn wnfess an exception
aylets undar stale or federal law.

v 1o consumarfs 18 yoess of age ar older and ta lacapable of elgning, a legaily authorizad substitle may slon and dalo o form, Plaasd
tadleate your lagal aulhority and Include documentation of your relufionstip. [} Legat Guardian o Congervalor {1 Health Gere Agant
(toalth Gare Povror of Allorao)

.
Prntodneme Stanaiire of dientipatentiaitmsdlan Relallonship Dato
. &
Plaled nams ol stal Blgnalure of stk Pale

Notlee fo the raclplent of thago vecords
“Tivle Inforsalian has been disclosed 1o you from Yecords whose confldentlallly fs protested hy Sale and Federal Law, Regulations inll
youe abllity to miake any Surther dlsclosure of this information vithout the prlor wellton authortzatlon of the person towhomn [tpertalns,

REVISION: 8-13-12 asg {84}




YORK GOUNTY HUWAN SERVICES DEPARTMENTS
INFORNMATION RELEASE FORM

} heraby authorizo the followlng to velease Information fo:  andfor to yaceive iformation from:

YorkfAdams HeaithChalsas Manegentent Unlt Bell Sodlatlzatlon Services o
100 W, Markel 8L, Stite B-0F Yotk, PA 47401 160 5. Guorge St, York, PA 17401
{Name and complele adiress of Aoanesnividuo) {Woro and complalo otorsss of Agenagiacddyal}
Regarding the Record of Name:, POB:
Addross:

‘The Informatiol yeleased will he limltad to ahy and all racorids requestad below Tor the dake range;

Ploase have conaumpt over 14 or parson euthorizing tolease of information slan telr infitals trox! fo any raqumstad information.
Bvaluatlon-Select; [~} Psychologleal 7] Psyehlalitc {1 Drag and Ateohol 7] Offonder {1

— . Repoit Cardftiendance __ Behavlorreporls _ IEP/Eveluation Report ___ Biiti Geilificete {copy)
__ Modlcalftosplialtzalloh Records __ Physleal Exams  __ Innunizations _____ Dental Exams
____'Freatment Plan/Recormimendalions ___ Prograss Reports ____ Allendance/Parlielpation ___ Discharge Summary
. ProbalionfPercls Gondlifons . Ghildiine ___ Drug Test Reaults _ AcctintfFamily Finding
— . Gounty AsslslanoeiWeifare .. Payslub(g) ___ Soclal Securlly Benefits _____ Insurance information

Resakdanoy Gonfltrnallon-iRent Payment, Laass or Mortgage

Financlal Relsase-sxplanation: financlal information & hconte changes

{liign Sontaot Updlates Informatlon vla a shered dalahase, applloation papaywork, ongoing eliglbllity for the program

The nformation wiil be used for the following purpose(s): i Assessment i Proviston of Service [ —

This reloase aslomalically axpiras 1 year from date of sluniature orwhon the above-named person coaseslo be g constmer of the agoigios
selectad, whichaver oteiits sconer. The aulliorization fos {he Talease of infornation may be revoked al anylime. To revoke fhls authorization,
nlease nolify the York Gounty Human Seivices Aganay idenlified af the top of the relezse In writing,

1 wadderstond (ot I do not have to consent to e ralease of iformation. 1 understand that feslmont, payment, enroliment or ollathlily for
gevices ara noraub{acl 1 slgning this release, axeapt ag requirad io Inlitate Gounty sarvicas. If hoalth Informiation {5 needed fo Inlilale County
gorvieos and | do nol ston this release, 1 untderstand (hat 11may nol recelve servicas.

] undersland that there may be a dok ihat e personforganlzation recslviag ty informatlon could possibly redisclose it wilhout my
aulhorlzallon and then the conftdentialily of tie infonalion lght not he protected. 1 ave road this form carclully and | voluntarily ehoose o
tolonso the informalion. | acknovdedge that | fully and completely underaland (he content of this form,

Ploass raqdd carefully:

& 1 have (ta righl to recelve g eopy of thls slaned release form,

o Ifihe consuteris 14 yaars of age or vldar, the constiaer must slan and dafe tha fom,

» i the constimerls 14 years of age or younger, ths consunior's parent of legal guardlan tust sign and dale fhe form unloss an excoplion
axists uacer stale or fedaral Javy,

» [Fthe consunyer I 18 years of age or older alx 18 Incapable of sigaing, a legally authorized subsiilule may slyn and dals te form. Pldase
indioals your fogal authorlly and ineluda doctmentalion of your refaltonship, [ Legal Guardian or Conservator [} Heallh Gare Agent
(Heelt: Care Power of Allamey)

% golf
Pdnisd name Shnafive of dlonVpsrenbguardlan Rolalionship Bate

X —
Prinled fame of staff Shnalute of sialfl Dale

ofles to the raciplent of thase yocords

"Thls information has boon disclosed {0 yot Trom records whose confidontilily s proteated by Stale and Faderal Lav, Regufatlons fimil(
youir abjlily to mako eny furthor disclostire of this nformallon vathout the prier wiltlen atthorzalion of the parsen fowioin tportalns.

REVISION: 6-13-12 asg (B4}




YORK COUNTY HUMAN SERVICES DEPARTMENTS
INFORMATION RELEASE FORM

] hereby authorize the following to release Information to:  andfor to racelve Information from:
YorkiAdams HealthCholees Management Unil True Narih Wellness Services{Housing Support Staff)

1195 Roosevelt Ave,, York, PA 17404

100 W. Market 8L, Sulte B-01 York, PA 17401
{Name and complele address of Agency/ndividiai) {Nams and comiplats addrass of AgentyAndvidusl)
Regarding the Record of Name: DOB:
Address!

The Informatlon released will he [Imlted to any and all records requestad below for tho date range;
Please have consiner over 14 or person amthotizing release of Information sign thely inlfials next io any raquaslod informalion.

Evaluation-Select; 1 Psychologloal 11 Psychiatrie [} Drug and Alcoho! 1 Offender [

__ Rapart Gard/Attendance _ Behaviorreporis ___ IEP/Evaluation Report ___ Birth Garilficate (copy)
___ MedicalHospitallzalion Records __ Physical Exams Immuntzations _ Dental Exams
Trealment Plan/Recommendalions _ Progress Reports ___ AltendancefParflclpation ___ Discharge Sumtnary

______ Probalton/Parole CondHlions .. Ghildiine ____ Drug Test Resulis ___ Acournt/Family Finding
___ Counly Assistance/Welfare __Pay Siub(s) _____Soclal Securlly Benefits |, nsurance Information
_____ Residency Conflirmation-Rent Payment, Leass or Mottgage,
____ Financlal Release-exptanation: finanstal Information & income changes .
___-Other: Contact Updates Information vla a shared database, application paperwork, ongoing sligibility for the program

The Information wiil he used for the following purpose(s): [X] Assessment [ Provislon of Service { ] —

This releasa avlomaticaliy explras 1 year from date of signaturs or when the above-named person coasas to he a congumer of fe agencies
selacted, whichever ocours sooner. The-authorization for the release of Information may be revaked al anylime. To ravoks this authorization,
please nolify the York County Human Seivices Agenoy ldentllad al the lop of the release In wrillng.

T undorsiand that 1 do nol have to consent fo the release of information, | understend that treatment, payment, anroliment or eligibliity for
soivicos are fof subject to slaning this release, except as required to infilate County sarvicas. If health Thfermation is needed to Infllate Counly
sevices and § do nol sign thls release, | understand that | may not recelve services.

1 undorsland that fhere may be & risk thal the personforganizalion recelving my information could possibly redisclose It withoul niy
aulhorization and then e confidanilality of the information mlght not be protected. | have read his form carefully and 1 voluptarily choose to
ralaase the informatlon, 1 acknowledgs that | fully and complelely understand the content of this form.

Please read carefully:

» | have the right to recalve a copy of Ihis signed release form,

o If{he consumerls 14 years of age or older, the consurer musi sign and dale the form.

« 1f the consumer Is 14 years of age or younger, the consumor's parent or legal guardian rust slgn and dlate e form unless an exception
exlsts under state of faderal law,

s §f the consumer Is 18 years of age or older and Is Incapable of signing, @ legally authorlzed subsillule may elgn and date the form. Please
tndloate your legal aulhorlly and include documentation of your rslalionship, 1 Legel Guardian or Conservator [ Heslth Care Agent
{Health Garo Power of Atlomey)

X
Priated nane Slgnalure of cllsntipazent/guardian Relallenship Date

X e
Prinled name of staff Signature of staff Dale

Notlge to the reciplent of fhese records

“This information has been disclosad 16 yau fram records whose confidentiality fs protecled by State and Federal Law. Regulations limii
your abllity to make any further disclosuse of tils information vithout the prior wiritton authosizalion of tha parson to whom It parfalns,
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